Later publications, more limited in their agesex-race groupings, examined more closely the quality of diagnostic information on the certifi¬ cate (0), degree of urbanization (5) , and geo¬ graphic and ethnic groups (4) . Among these factors, urbanization seemed to be the most sig¬ nificant, while the quality of the diagnostic information on the certificate and the variation among ethnic groups assumed minor roles.
Among the 48 percentage of families with incomes less than $2,000. Mortality for males and females tended to be higher in counties with higher proportions of nonwhite individuals. Mortality from this cause is generally lower among nonwhite males than among white males, while the reverse is true among females (7). The nonwhite population of upstate New York, however, is a small proportion of the population, and any effect on the rates would, therefore, be relatively minor. Also, the nonwhite population is largely concentrated in large industrial centers. The correlation, therefore, probably reflects the urban concentration of nonwlhite individuals. In view of the increase in the upstate nonwhite population between 1950 and 1960 and its continued gravitation toward urban centers, future studies of heart disease may need to be race specific.
The other variables which were correlated significantly for both sexes can also be related to the urban character of the counties: total population, percentage of population which is urban, and population density. While these observations by themselves do not pinpoint the the etiology of the disease, any ultimate explanation must be consistent with demographic and geographic variations.
Summary
A study was undertaken to determine geographic variations in mortality due to arteriosclerotic heart disease within New York State.
Age-adjusted, sex-specific rates for this cause (ISC 420) for New York City and the remaining 57 counties were examined, and demographic characteristics were studied for correlation with the mortality rates. Part of the analysis covered, in addition to cause 420, three other cause groups: vascular lesions affecting the central nervous system (ISC 330-334), hypertension with heart disease (ISC 440-443), and hypertension without mention of heart disease (ISC 444-447).
Among the causes examined, only arteriosclerotic heart disease showed a clustering of counties with major industrial centers among the counties with high rates. This was true for both males and females.
Statistically significant positive rank correlation coefficients were found between mortality due to arteriosclerotic heart disease and several indices of urbanization: percentage of population which is uilban, percentage of population which is nonwhite, and average number of physicians.
Examination of medical certification practices yielded no evidence to substantiate a hypothesis that high rates were associated with "better" certification.
